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Abstract: The purpose of this study was to explore the association of cognition with hazardous
drinking Polygenic Scores (PGS) in 2649 schizophrenia, 558 schizoaffective disorder, and 1125 bipolar
disorder patients in Finland. Hazardous drinking PGS was computed using the LDPred program.
Participants performed two computerized tasks from the Cambridge Automated Neuropsychological
Test Battery (CANTAB) on a tablet computer: the 5-choice serial reaction time task, or Reaction
Time (RT) test, and the Paired Associative Learning (PAL) test. The association between hazardous
drinking PGS and cognition was measured using four cognition variables. Log-linear regression was
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used in Reaction Time (RT) assessment, and logistic regression was used in PAL assessment. All
analyses were conducted separately for males and females. After adjustment of age, age of onset,
education, household pattern, and depressive symptoms, hazardous drinking PGS was not associated
with reaction time or visual memory in male or female patients with schizophrenia, schizoaffective,
and bipolar disorder.
Keywords: cognition; visual memory; reaction time; hazardous drinking; PGS; schizophrenia;
schizoaffective disorder; bipolar disorder
1. Introduction
Polygenic Score (PGS) is the combined measure of a larger number of risk genes for
any disease. The PGS for alcohol has been defined in many ways according to what kind
of alcohol use or diagnosis has been studied and also according to which genes have been
studied considerably [1,2].
In normal population studies, PGS for alcohol dependence has been found to be nega-
tively associated with cognitive function [3,4]. No evidence was found for a causal associa-
tion of cognitive impairment for rs1229984 in Alcohol Dehydrogenase 1B (ADH1B) [5,6]
(Almeida et al. 2014, Kumari M et al. 2014) or rs671 in Alcohol Dehydrogenase 2
(ALDH2) [7] in the normal population [8]. Light to moderate alcohol use has been found to
be associated with a decreased risk of cognitive impairment [9] in the normal population.
However, this J-shaped relationship between alcohol use and cognition could be attributed
to potential abstainer errors [10–13] and reverse causality bias [14].
Alcohol use PGS has been found to be associated with alcohol use, alcohol-related
morbidity, and all-cause mortality [15]. PGS for alcohol use disorder has been found to be
positively associated with alcohol use [4]. PGS for the problem sub-scale of Alcohol Use
Disorders Identification Test (AUDIT-P) has been found to be associated with alcohol use
disorder [16]. PGS for drinks per week has also been found to be positively associated with
drinks per week [17]. Hazardous alcohol use PGS has been found to be associated with
hazardous alcohol use in our study samples.
To our knowledge, no previous studies have focused on the association of alcohol PGS
and cognition in schizophrenia, schizoaffective, and bipolar disorder patients.
The main aim of the present study was to explore the association of reaction time and
visual memory with hazardous drinking PGS in people with schizophrenia, schizoaffective,
and bipolar disorder. Processing speed and visual learning are two important features of
cognitive domains invariably affected in several neuropsychiatric conditions [18]; hence,
we selected the Five-Choice Serial Reaction Time Task (5-CRTT) and the Paired Associative
Learning (PAL) task from the Cambridge Neuropsychological Test Automated Battery
(CANTAB) for the assessment of Reaction Time (RT) and visual memory, respectively.
The specific research aims were to study the following:
1. The association of hazardous drinking PGS with reaction time and visual memory in
schizophrenia patients;
2. The association of hazardous drinking PGS with reaction time and visual memory in
schizoaffective disorder patients;
3. The association of hazardous drinking PGS with reaction time and visual memory in
bipolar disorder patients.
2. Materials and Methods
2.1. Application of STROBE (Strengthening the Reporting of Observational Studies in
Epidemiology) Checklist for Cross-Sectional Studies
STROBE checklist for cross-sectional studies has been applied in this study and is
attached as a supplementary document for reference (https://www.strobe-statement.org/
download/strobe-checklist-cross-sectional-studies-pdf, accessed on 23 October 2021).
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2.2. Study Design
The study design was a cross-sectional study of a representative sample of people
with psychotic disorders encompassing the whole of Finland. The SUPER study aimed to
collect genotype and phenotype information from at least 10,000 Finnish patients suffering
from psychotic mental illness.
A DNA sample acquired via phlebotomy (or saliva, if the blood sample was not
feasible) from every study subject went through Whole-Genome Sequencing (WGS). The
genomic data were then be analyzed in association with the phenotype data collected
(questionnaire, interview, blood sample analysis (plasma/serum, cells, biomarkers, and
RNA), and registry data).
2.3. Timetable
The pilot study was commenced in the fall of 2015 and ended in 2016. The main study
started in 2016 and continued for three years (2016–2018).
2.4. Participant Number Estimation
The minimum number of participants for effective analysis was estimated to be
around 10,000. Permission was sought to continue sample collection for the whole three-
year sample collection period as long as the budget holds. The aim was achieved, and
10,417 samples were collected.
2.5. Sample Collection Strategy
The sample collection was divided between five university hospital districts that
would organize the local sample collections. This way, an optimal collection strategy
was possible to adjust for each region based on their demographic and geographical
requirements. The patients were directly identified from the patient flow during the
routine clinic, and the patient recruitment and sample collection were initiated without
delay once approved by the ethical committee. Permission to use hospital district registers
and private healthcare contractor registers to identify and contact suitable patients using
diagnostic codes were sought from the respective authorities.
2.6. Exclusion Criteria
(1) Being <18 years (underage);
(2) Being ≥70 years;
(3) Being unable to provide informed consent as evaluated by the trained research
personnel or attending physician;
(4) Not living independently;
(5) Missing information on education;
(6) Missing information on depressive symptoms;
(7) Missing information on hazardous drinking PGS.
2.7. Missing Data Handling
For this study, we excluded participants who had missing data on hazardous drinking
PGS, education, and depressive symptoms.
2.8. Data Handling
The nationwide collection of samples required a centralized information system to
store the data and to effectively hold a record of patients who had been contacted, who had
already participated, and who had declined in order to avoid duplications and contacting
the same individuals’ multiple times. For this reason, a study register was formed at
FIMM (the Finnish Institute for Molecular Medicine). A secure online submission system
for phenotype data was created for the study. All data were encoded for analysis. Once
the recruitment and registry data collection were finished, the participants’ personal data
(name, address, and social security number) were deleted from the phenotype database, and
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the participants were identified only with their study ID. The key code linking participants’
study ID with their personal data was stored in a locked, hall monitored data system at the
FIMM. The DNA samples, blood samples, and phenotype data collected were ultimately
stored at the THL (Terveyden ja Hyvinvoinnin Laitos-The Finnish Institute for Health and
Welfare) biobank.
2.9. Data Storage
After sample collection, the data were processed and analyzed, which might likely
take several years to complete. Permission to store samples and data by the research group
was initially for 20 years, with the possibility to apply for 10-year extensions if needed.
2.10. Sensitivity Analyses
We have performed sensitivity analyses also including those participants aged 70 years
and above.
2.11. Participants
The participants of this study were part of the 10,417-study population of the Suoma-
lainen psykoosisairauksien perinnöllisyysmekanismien tutkimus study (“Finnish Study
of the Hereditary Mechanisms behind Psychotic Illnesses”—SUPER), which was part of
the international Stanley Global Neuropsychiatric Genomics Initiative. SUPER collected
data from five university hospital districts in Finland during the period 2016–2019 from
people with the lifetime diagnosis of psychotic illnesses, as classified by ICD-10 diagnostic
codes F20–F29 (F20 Schizophrenia, F21 Schizotypal disorder, F22 Persistent delusional
disorders, F23 Acute and transient psychotic disorders, F24 Induced delusional disorder,
F25 Schizoaffective disorders, F28 Other nonorganic psychotic disorders, F29 Unspecified
nonorganic psychosis), F30.2 (Mania with psychotic symptoms), F31.2 (Bipolar affective
disorder, current episode manic with psychotic symptoms), F31.5 (Bipolar affective disor-
der, current episode severe depression with psychotic symptoms), F32.3 (Severe depressive
episode with psychotic symptoms), and F33.3 (Recurrent depressive disorder, current
episode severe with psychotic symptoms), to identify gene loci and gene variations predis-
posing patients to psychotic illnesses and comorbid diseases. These codes were used to
identify subjects from the Care Register for Health Care (CRHC) and in clinical settings. In
the CRHC, upon fulfilling the diagnostic criteria for psychiatric disorders, clinical diag-
noses were made by clinicians, mostly in specialized care by psychiatrists. In Finland, the
International Classification of Disease (ICD) system is used in psychiatric diagnoses. ICD-8
was used from 1968 to 1986 and ICD-9 from 1987 to 1995, while ICD-10 has been used
since 1996 in Finland. During the use of ICD-9 in Finland (1987–1995), DSM-3 R criteria for
bipolar disorder and other psychiatric disorders had been used.
In clinical settings, such as healthcare centers, nursing homes, and psychiatric treat-
ment facilities, staff were asked to select patients with these diagnoses to be voluntarily
recruited into the SUPER study. Subjects were also recruited via advertisements in lo-
cal newspapers. Underage patients and patients unable to provide informed consent as
evaluated by the trained research personnel or attending physician were excluded from
the study.
Out of the original 10,417 study participants, we included 2649 with a lifetime di-
agnosis of schizophrenia (1639 only schizophrenia, 101 schizophrenia + bipolar disorder,
664 schizophrenia + schizoaffective disorder, 245 schizophrenia + schizoaffective disorder
+ bipolar disorder), 558 with a lifetime diagnosis of schizoaffective disorder (299 only
schizoaffective disorder, 259 schizoaffective + bipolar disorder) and 1730 with a lifetime
diagnosis of only bipolar disorder (without schizophrenia or schizoaffective disorder),
and excluded those aged 70 years and above, not living independently and with missing
information on alcohol PGS, education or MHI-5. Considering the hierarchy of severity of
illness, duel diagnosed participants were included in schizophrenia and schizoaffective
disorder diagnosis groups. Among the schizophrenia diagnosis group, 2315 (1252 males,
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1063 females) completed the Reaction Time (RT) test, and 2075 (1124 males, 951 females)
completed the Paired Association Learning (PAL) test. Among the schizoaffective disorder
diagnosis group, 504 (174 males, 330 females) completed the Reaction Time (RT) test, and
452 (159 males, 292 females) completed the Paired Association Learning (PAL) test. Among
the bipolar disorder diagnosis group, 1015 (369 males, 646 females) completed the RT
test, and 913 (322 males, 591 females) completed the PAL test. Among the combined
study population group, 3850 (1799 males, 2051 females) completed the RT test, and 3440
(1605 males, 1835 females) completed the PAL test (Figure 1 and Supplementary Figure S1).
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moved. Variants with high missingness (>2%), deviation from HWE (p < 1 × 10−6), and low 
Minor Allele Count (MAC < 3) were removed. Pre-phasing of genotyped data was per-
formed with Eagle 2.3.5 (https://data.broadinstitute.org/alkesgroup/Eagle/, accessed on 23 
October 2021) with the default parameters, except the number of conditioning haplotypes 
was set to 20,000. Imputation was carried out by using the population-specific SISu v3 
imputation reference panel with Beagle 4.1 (version 08Jun17.d8b, https://faculty.washing-
ton.edu/browning/beagle/b4_1.html, accessed on 23 October 2021) as described in the fol-
lowing protocol: dx.doi.org/10.17504/protocols.io.nmndc5e. SISu v3 imputation reference 
Figure 1. Flowchart showing the selected study populations. SUPER, Suomalainen psykoosisairauk-
sien perinnöllisyysmekanismien tutkimus; MHI-5, Mental Health Inventory-5; RT, Reaction Time;
PAL, Paired Associative Learning.
2.12. Schizophrenia Diagnoses
The diagnosis of schizophrenia was obtained from the CRHC. In this study, schizophre-
nia diagnoses included codes 295, according to ICD-8 and ICD-9, and F20, according
to ICD-10.
2.13. Schizoaffective Disorder Diagnoses
In this study, schizoaffective disorder diagnoses included codes 295.7, according to
ICD-8 and ICD-9, and F25, according to ICD-10.
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2.14. Bipolar Disorder Diagnoses
In this study, bipolar disorder diagnoses included both mania and bipolar disorder
corresponding to the codes 296.1–296.8, 298.10 according to ICD-8; 296.2–296.4, 296.7A
according to ICD-9 and F30, F31 according to ICD-10.
While selecting the study population, those who were not able to sign the written
informed consent themselves were excluded, and those living independently were included.
Thus, by far, all hospitalized patients were excluded. Thus, the most severe bipolar patients
with severe depressive or manic episodes were presumed to be excluded. However,
cognitive impairment due to bipolar disorder in the general population is not limited to the
acute hospitalized episodes where patients might be unable to provide informed consent.
2.15. Hazardous Drinking Polygenic Scores
We used the LDpred_inf.py software for calculating polygenic risk scores using GWAS
summary statistics as training data, which assumes that there is a proportion “p” of SNP
variants that were causal. The priority was estimated from the SNP heritability calculated
from the summary stats and the causal fraction specified by the user of the program before
the calculation. The distribution of polygenic scores is shown in Supplementary Figure S2,
and correlations of polygenic scores are shown in Supplementary Excel Spreadsheet S1. The
correlations are relatively low (color-coded as the highest correlation red and lowest blue).
The SUPER samples were genotyped with Illumina and Affymetrix arrays (Thermo
Fisher Scientific, Santa Clara, CA, USA) for 1.3 million Single Nucleotide Polymorphisms
(SNPs) augmented by imputed common HapMap (2003) SNPs, which have been the
basis for Genome-Wide Association Studies (GWASs) [19]. Genotype calls were made
with GenCall and zCall algorithms for Illumina and AxiomGT1 algorithm for Affymetrix
chip genotyping data. Genotyping data produced with previous chip platforms were
lifted over to build version 38 (GRCh38/hg38) following the protocol described here:
dx.doi.org/10.17504/protocols.io.nqtddwn. Samples with sex discrepancies, high genotype
missingness (>5%), excess heterozygosity (±4SD), and non-Finnish ancestry were removed.
Variants with high missingness (>2%), deviation from HWE (p < 1 × 10−6), and low Minor
Allele Count (MAC < 3) were removed. Pre-phasing of genotyped data was performed with
Eagle 2.3.5 (https://data.broadinstitute.org/alkesgroup/Eagle/, accessed on 23 October
2021) with the default parameters, except the number of conditioning haplotypes was set
to 20,000. Imputation was carried out by using the population-specific SISu v3 imputation
reference panel with Beagle 4.1 (version 08Jun17.d8b, https://faculty.washington.edu/
browning/beagle/b4_1.html, accessed on 23 October 2021) as described in the following
protocol: dx.doi.org/10.17504/protocols.io.nmndc5e. SISu v3 imputation reference panel
was developed using the high-coverage (25–30x) whole-genome sequencing data generated
at the Broad Institute of MIT and Harvard and at the McDonnell Genome Institute at
Washington University, and jointly processed at the Broad Institute. Variant callset was
produced with GATK HaplotypeCaller algorithm by following GATK best practices for
variant calling. Genotype-, sample-, and variant-wise QC was applied in an iterative
manner by using the Hail framework v0.1 (https://github.com/hail-is/hail, accessed on
23 October 2021). The resulting high-quality WGS data were phased with Eagle 2.3.5 as
described above. Post-imputation quality control involved excluding variants with INFO
score <0.7.20. Hazardous drinking PGSs were derived by weighting the individual SNPs
by their effect sizes from published GWASs and by polygenic and clinical risk scores and
their impact on the age of onset and prediction of hazardous drinking.
Individuals with non-European ancestry or obscure sex were excluded. Quality Con-
trol (QC) before phasing and imputation excluded variants with missingness > 5%, call
rate < 95%, Minor Allele Count (MAC) < 3 (if Zcalled) or MAC < 10 (if called using Illu-
mina GenCal), INFO < 0.8, minor allele frequency < 0.001%, Hardy–Weinberg equilibrium
p-value < 1 × 10−10 and heterozygosity exceeding ±4 standard deviations. The QC was
performed simultaneously on all data. Prior to imputation, the haplotypes were estimated
using SHAPEIT2. (1) Imputation was performed with IMPUTE2 (2) using high-coverage,
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population-specific reference panels of 2690 whole-genome and 5093 whole-exome se-
quences. For imputed SNPs, the association analysis was a logistic regression of disease
state on the expected fractional allele dosage, with seven dummy variables representing
the eight strata entered as covariates. The Wald statistic for the dosage coefficient was the
primary test statistic. We followed the protocol described in Kiiskinen T et al. 2020 and
Vilhjálmsson BJ et al. 2015 [15,20].
2.16. Cognitive Measures
As we have already mentioned, processing speed and visual learning might be among
the most affected cognitive features in major psychiatric disorders such as schizophrenia,
schizoaffective, and bipolar disorder [18]. For this reason, from the CANTAB, we selected
the 5-CRTT to assess processing speed in terms of reaction time and the PAL test to assess
visual learning and memory.
These tasks were chosen to produce relevant information on cognition in psychotic
disorders in the very restricted assessment schedule. The instructions for both tests were
translated into Finnish. The CANTAB tests were performed before venipuncture in order
to avoid malfunction of the arm due to pain or bandaging. The study nurses were given
standardized instructions on how to guide the study subjects in performing the CANTAB
test beforehand.
In the RT test, we used two continuous measurements: the median of the five-choice
reaction time and the Standard Deviation (SD) of the five-choice reaction time. The median
of the five-choice reaction time is the median duration between the onset of the stimulus
and the release of the button. The standard deviation of the five-choice reaction time is
the standard deviation of the time taken to touch the stimulus after the button has been
released. Both variables were calculated for correct, assessed trials where the stimulus
could appear in any of the five locations.
In the PAL test, we assessed visual memory using the primary outcome variables of
“total errors adjusted” and first trial memory score. First Trial Memory Score (FTMS) is
how many patterns the participant correctly places on the first attempt at each problem,
while Total Errors (Adjusted) (TEA) reflects how quickly the participant learns when
the participant has multiple attempts at each problem. For PAL TEA, we assessed a
dichotomized variable because the distribution of the PAL TEA does not follow any known
distribution with multiple peaks, using data from Northern Finland Birth Cohort 1966
(NFBC 1966) as a reference data. The NFBC 1966 consists of all born with an expected
date in the year 1966. The data used in this study consist of a 46-year follow-up when
cohort members took the PAL test during a clinical examination (N = 5608). Scores for
total errors adjusted of NFBC66, the 50th percentile (10 error score or less) was used as a
cutoff for suitable performance in PAL test in the recent study, meaning the SUPER study
population made better error score than a 50% of NFBC 1966 study population. The PAL
FTMS variable was used as a continuous variable.
2.17. Confounding Factors
Age, age of onset, education [21], housing status [22], and depressive symptoms [23]
have effects on cognition. Hence, we considered them to be the confounding variables in
this study.
2.17.1. Age
Cognition is negatively associated with increased age in healthy populations [24] and
debatably in alcohol users [25]. The age of the participants was calculated using the partici-
pation date and year of birth of the participant. Age was used as a continuous variable.
2.17.2. Age of Onset
Illness duration of schizophrenia, schizoaffective, and bipolar disorder, and late-onset
bipolar disorder is associated with more severe cognitive impairments [26–29]; hence, we
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have used age of onset as a confounding factor. We have checked the multicollinearity
effects among “Age” and “Age of onset”, and as the Variance Inflation Factor (VIF) was <5
in all models, so the multicollinearity was not a problem. The “Age” and “Age of onset”
were correlated with each other, but the correlation was acceptable.
2.17.3. Education
Education is strongly associated with cognitive performance [30]. The question and
possible answers addressing the education of the participants were as follows: “What
is your basic education?” (1 = less than primary school, 2 = matriculation examination,
3 = middle school, 4 = partial general upper secondary school or general upper secondary
education certificate, 5 = partial middle school or primary school less than nine years,
6 = primary school, 7 = four-year elementary school). During the analysis, we combined
classes 1, 3, 4, 5, 6, and 7 as “No matriculation examination” versus class 2 (“Matriculation
examination”).
It would be more informative if we could categorize education into three groups.
However, it might be difficult for a general reader to understand the diverse categories
in the Finnish education system reflecting changes over the past seventy years, plus
additional categories reflecting the small proportion of immigrants who might have lower
general education than that provided in the Finnish education system. We used the general
education variable because the youngest participants could still be students.
2.17.4. Household Pattern
Household patterns, especially living without a spouse, might affect cognition [24,31],
and thus we considered household patterns as a confounder. The questions and possible
answers addressing household patterns of the participants were: “What is your living
style?” (1 = Alone, 2 = With children without spouse, 3 = With parents or siblings, 4 = With
spouse, 5 = With spouse and children). During the analysis, we combined classes 1, 2, and
3 as “Without spouse” and classes 4 and 5 as “With spouse”.
2.17.5. Depressive Symptoms
Depressive symptoms might be associated with poorer cognitive performance [23];
hence, we considered depression as a confounder. We used the five-item Mental Health
Inventory-5 (MHI-5) to detect depressive symptoms. In the analysis, MHI-5 was di-
chotomized. We used a ≤72 cutoff score for depression, which was also used in a recent
population-based study in Finland [32].
2.18. Statistical Methods
We chose the hazardous drinking PGS based on their correlation with hazardous drink-
ing in our study population. The correlation was calculated with a point-biserial correlation.
We evaluated the association between cognition and hazardous drinking PGS by
using four different cognition variables: median and standard deviation of RT, PAL FTMS,
and PAL TEA. Association between RT test and hazardous drinking PGS was analyzed
with log-linear regression, and eβ with 95% Confidence Intervals (CI) were reported.
Association between PAL FTMS-test and hazardous drinking PGS was analyzed with
linear regression, and β with 95% CI were reported. Association between PAL TEA and
hazardous drinking PGS was analyzed with logistic regression, and Odds Ratios (OR) with
95% CI were reported.
All continuous variables used in these models were normalized using a z-score. We
assessed crude models and models adjusted with age, education, household pattern, and
depressive symptoms. All the analyses were conducted separately for males and females.
Previous studies showed sex differences in selective cognitive test performances [33,34]. Ef-
fect size measures were also calculated; R2 in linear regression and Cohen’s d measurement
in logistic regression were reported.
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3. Results
3.1. Background Factors and Hazardous Drinking PGS in Male and Female Schizophrenia Patients
About 54% of participants were males and 46% females. The mean age was 45 years
for males and 47 for females. The mean age of onset was 26 years for males and 27 for
females. About one-third of the males and two-fifths of the females had the highest basic
educational of 12 years (matriculation). About 90% of males and 75% of females were
living without a spouse. About two-thirds of participants had depressive symptoms. Most
of the participants were on psychotropic medication. About 95% of them were taking
antipsychotics, 25% benzodiazepines, about one-third antidepressants, and about one-fifth
mood stabilizers. Hazardous drinking PGS was 7.95 × 10−7 for males and 7.63 × 10−7 for
females (Table 1).
Table 1. Background factors and hazardous drinking PGS in male and female schizophrenia patients.
Male Female
N = 1433 N = 1216
Age (mean (SD)) 44.75 (12.32) 46.76 (12.63)
Age of onset (mean (SD)) 26.37 (7.74) 27.07 (9.00)
Completing matriculation examination (%) 423 (29.5) 474 (39.0)
Living with spouse (%) 145 (10.1) 297 (24.4)
Having depressive symptoms Ω (%) 913 (63.7) 790 (65.0)
Currently on psychotropic medications (%) 1403 (97.9) 1194 (98.2)
Currently on antipsychotics (%) 1365 (95.3) 1141 (93.8)
Currently on benzodiazepines (%) 354 (24.7) 318 (26.2)
Currently on antidepressant (%) 483 (33.7) 427 (35.1)
Currently on mood stabilizer (%) 222 (15.5) 241 (19.8)
On some other psychotropics/missing data (%) 22 (1.5) 23 (1.9)
Hazardous drinking PGS (mean (SD)) 7.95 × 10−7 (9.66 × 10−7) 7.63 × 10−7 (9.96 × 10−7)
SD = Standard Deviation. Ω MHI-5 cutoff score for depression was ≤72.
3.2. Background Factors and Hazardous Drinking PGS in Male and Female Schizoaffective
Disorder Patients
About one-third of participants were males and two-third females. The mean age
was 42 years for males and 43 for females. The mean age of onset was 30 years. More
than two-fifths of participants had the highest basic educational of 12 years (matriculation).
About four-fifths of males and two-thirds of females were living without a spouse. More
than two-thirds of participants had depressive symptoms. Most of the participants were
on psychotropic medication. A total of 93%–94% of them were taking antipsychotics, about
one-third benzodiazepines, one-third males and two-fifth females were taking antidepres-
sants, two-fifths males and one-third females were taking mood stabilizers. Hazardous
drinking PGS was 7.71 × 10−7 for males and 7.77 × 10−7 (9.27 × 10−7) for females (Table 2).
Table 2. Background factors and hazardous drinking PGS in male and female schizoaffective disorder patients.
Male Female
N = 196 N = 362
Age (mean (SD)) 41.53 42.72
Age of onset (mean (SD)) 29.52 30.01
Completing matriculation examination (%) 84 (42.9) 167 (46.1)
Living with spouse (%) 40 (20.4) 126 (34.8)
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Table 2. Cont.
Male Female
N = 196 N = 362
Having depressive symptoms Ω (%) 140 (71.4) 247 (68.2)
Currently on psychotropic medications (%) 190 (96.9) 353 (97.5)
Currently on antipsychotics (%) 185 (94.4) 336 (92.8)
Currently on benzodiazepines (%) 56 (28.6) 107 (29.6)
Currently on antidepressant (%) 69 (35.2) 148 (40.9)
Currently on mood stabilizer (%) 82 (41.8) 111 (30.7)
On some other psychotropics/missing data (%) 2 (1.0) 4 (1.1)
Hazardous drinking PGS (mean (SD)) 7.71 × 10−7 (10.29 × 10−7) 7.77 × 10−7 (9.27 × 10−7)
SD = Standard Deviation. Ω MHI-5 cutoff score for depression was ≤72.
3.3. Background Factors and Hazardous Drinking PGS in Male and Female Bipolar Disorder Patients
Two-fifth of the participants were males and three-fifth females. The mean age was
45 years for males and 44 for females. The mean age of onset was 37 years for males
and 36 for females. About one-third of the males and half of the females had the highest
basic educational of 12 years (matriculation). About three-fifth of participants were living
without a spouse. About 70% of participants had depressive symptoms. About two-fifths of
males and one-fourth of females were screened positive for hazardous drinking. Most of the
participants were on psychotropic medication. Hazardous drinking PGS was 7.81 × 10−7
for males and 8.17 × 10−7 for females (Table 3).
Table 3. Background factors and hazardous drinking PGS in male and female bipolar disorder patients.
Male Female
N = 419 N = 706
Age (mean (SD)) 45.38 (12.96) 44.41 (12.70)
Age of onset (mean (SD)) 36.78 (11.57) 36.05 (11.51)
Completing matriculation examination (%) 143 (34.1) 324 (45.9)
Living with spouse (%) 152 (36.3) 302 (42.8)
Having depressive symptoms Ω (%) 295 (70.4) 520 (73.7)
Currently on psychotropic medications (%) 397 (94.7) 671 (95.0)
Currently on antipsychotics (%) 345 (82.3) 557 (78.9)
Currently on benzodiazepines (%) 100 (23.9) 196 (27.8)
Currently on antidepressant (%) 124 (29.6) 297 (42.1)
Currently on mood stabilizer (%) 198 (47.3) 263 (37.3)
On some other psychotropics/missing data (%) 11 (2.6) 16 (2.3)
Hazardous drinking PGS (mean (SD)) 7.81 × 10−7 (9.29 × 10−7) 8.17 × 10−7 (9.44 × 10−7)
SD = Standard Deviation. Ω MHI-5 cutoff score for depression was ≤72.
Background factors and hazardous drinking PGS in male and female schizophrenia,
schizoaffective, and bipolar disorder patients have been shown in Supplementary Table S1.
3.4. Association of Hazardous Drinking PGS with RT Test and PAL Test in Male and Female
Schizophrenia Patients
There was no statistically significant association, whether positive or negative, be-
tween hazardous drinking PGS and reaction time or visual memory in male and female
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schizophrenia and schizoaffective disorder patients, after adjustment with age, age of onset,
education, household pattern, and depressive symptoms (Table 4).
Table 4. Association of hazardous drinking PGS with RT test and PAL test in male and female schizophrenia patients.
Male Female
RT Test eβ (95% CI) p-Value R2 eβ (95% CI) p-Value R2
Median
Crude 0.97 (0.93, 1.02) 0.212 0.00 1.00 (0.94, 1.05) 0.883 0.00
Adjusted 0.97 (0.93, 1.02) 0.260 0.08 0.99 (0.94, 1.04) 0.599 0.08
SD
Crude 1.00 (0.95, 1.04) 0.856 0.00 1.00 (0.95, 1.06) 0.931 0.00
Adjusted 1.00 (0.95, 1.05) 0.968 0.10 0.99 (0.95, 1.04) 0.685 0.10
PAL FTMS β (95% CI) p-Value R2 β (95% CI) p-Value R2
Crude 0.04 (−0.02, 0.09) 0.121 0.00 −0.05 (−0.11, 0.01) 0.089 0.00
Adjusted 0.04 (−0.01, 0.09) 0.155 0.17 −0.03 (−0.09, 0.02) 0.214 0.18
PAL TEAS OR (95% CI) p-Value Cohens’ D OR (95% CI) p-Value Cohens’ D
Crude 1.02 (0.87–1.20) 0.828 0.01 0.90 (0.77, 1.05) 0.190 0.11
Adjusted 1.02 (0.86–1.21) 0.829 0.93 (0.78, 1.11) 0.429
Adjusted with age, age of onset, education, household pattern, and depressive symptoms. R2 = Effect size measures for (simple and
multiple) linear regression models. SD = Standard Deviation. OR = Odd Ratio. CI = Confidence Interval. RT = Reaction Time. PAL = Paired
Association Learning. FTMS = First Trial Memory Score. TEAS = Total Error Adjusted Score.
3.5. Association of Hazardous Drinking PGS with RT Test and PAL Test in Male and Female
Schizoaffective Disorder Patients
There was no statistically significant association, whether positive or negative, be-
tween hazardous drinking PGS and reaction time or visual memory in male and female
schizoaffective disorder patients, after adjustment with age, age of onset, education, house-
hold pattern, and depressive symptoms (Table 5).
Table 5. Association of hazardous drinking PGS with RT test and PAL test in male and female schizoaffective disorder patients.
Male Female
RT Test eβ (95% CI) p-Value R2 eβ (95% CI) p-Value R2
Median
Crude 0.94 (0.83, 1.07) 0.356 0.00 0.93 (0.85, 1.02) 0.117 0.00
Adjusted 0.93 (0.82, 1.05) 0.228 0.07 0.94 (0.86, 1.02) 0.129 0.09
SD
Crude 1.08 (0.94, 1.24) 0.259 0.00 0.96 (0.88, 1.04) 0.266 0.00
Adjusted 1.07 (0.94, 1.21) 0.328 0.10 0.96 (0.89, 1.04) 0.298 0.09
PAL FTMS β (95% CI) p-Value R2 β (95% CI) p-Value R2
Crude −0.10 (−0.24, 0.04) 0.143 0.01 0.08 (−0.03, 0.20) 0.163 0.00
Adjusted −0.09 (−0.21, 0.03) 0.155 0.28 0.06 (−0.05, 0.17) 0.300 0.11
PAL TEAS OR (95% CI) p-Value Cohens’ D OR (95% CI) p-Value Cohens’ D
Crude 0.82 (0.58, 1.15) 0.256 0.21 1.10 (0.84, 1.46) 0.492 0.01
Adjusted 0.85 (0.56, 1.29) 0.456 1.06 (0.79, 1.43) 0.698
Adjusted with age, age of onset, education, household pattern, and depressive symptoms. R2 = Effect size measures for (simple and
multiple) linear regression models. SD = Standard Deviation. OR = Odd Ratio. CI = Confidence Interval. RT = Reaction Time. PAL = Paired
Association Learning. FTMS = First Trial Memory Score. TEAS = Total Error Adjusted Score.
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3.6. Association of Hazardous Drinking PGS with RT Test and PAL Test in Male and Female
Bipolar Disorder Patients
There was no statistically significant association, whether positive or negative, be-
tween hazardous drinking PGS and reaction time or visual memory in male and female
bipolar disorder patients, after adjustment with age, age of onset, education, household
pattern, and depressive symptoms (Table 6).
Table 6. Association of hazardous drinking PGS with RT test and PAL test in male and female bipolar disorder patients.
Male Female
RT Test eβ (95% CI) p-Value R2 eβ (95% CI) p-Value R2
Median
Crude 1.01 (0.92, 1.10) 0.872 0.00 1.04 (0.98, 1.10) 0.186 0.00
Adjusted 0.99 (0.91, 1.07) 0.781 0.11 1.04 (0.98, 1.10) 0.208 0.06
SD
Crude 1.00 (0.91, 1.10) 0.981 0.00 1.02 (0.95, 1.08) 0.649 0.00
Adjusted 0.99 (0.91, 1.07) 0.745 0.15 0.99 (0.94, 1.05) 0.773 0.13
PAL FTMS β (95% CI) p-Value R2 β (95% CI) p-Value R2
Crude −0.03 (−0.15, 0.08) 0.562 0.00 −0.01 (−0.08, 0.07) 0.820 0.00
Adjusted −0.02 (−0.12, 0.08) 0.679 0.24 0.00 (−0.06, 0.07) 0.935 0.17
PAL TEAS OR (95% CI) p-Value Cohens’ D OR (95% CI) p-Value Cohens’ D
Crude 0.93 (0.72, 1.21) 0.590 0.10 0.99 (0.83, 1.19) 0.890 0.01
Adjusted 0.96 (0.71, 1.28) 0.758 1.01 (0.83, 1.21) 0.956
Adjusted with age, age of onset, education, household pattern, and depressive symptoms. R2 = Effect size measures for (simple and
multiple) linear regression models. SD = Standard Deviation. OR = Odd Ratio. CI = Confidence Interval. RT = Reaction Time. PAL = Paired
Association Learning. FTMS = First Trial Memory Score. TEAS = Total Error Adjusted Score.
Association of hazardous drinking PGS with RT test and PAL test in male and fe-
male schizophrenia, schizoaffective, and bipolar disorder patients have been shown in
Supplementary Table S2.
We have performed sensitivity analyses adding 373 participants with the age of
70 years and above, including 241 schizophrenia patients, 36 schizoaffective disorder pa-
tients, and 96 bipolar disorder patients, and obtained no statistically significant differences.
4. Discussion
4.1. Main Findings
Our findings did not support our assumption that hazardous drinking PGS might be
associated with impaired cognitive function in terms of reaction time and visual memory
in a large sample of schizophrenia, schizoaffective, and bipolar disorder outpatients below
70 years old, living individually.
4.2. Comparison with Other Studies
As per our knowledge, there are no other studies investigating the association between
cognitive testing in terms of reaction time and visual memory and hazardous drinking PGS
in schizophrenia, schizoaffective or, disorder patients; hence, it was difficult to compare
our findings with other studies. Most of the studies investigating the cognitive impact
of alcohol in persons with bipolar disorder with comorbid AUD revealed a correlation
between alcohol use and cognitive impairment.
One study on the genetic overlap between cognition and alcohol dependence in a
normal population revealed that PGS for alcohol dependence was negatively associated
with phonemic verbal fluency and vocabulary. The same study also revealed that socially
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deprived people carried more alcohol dependence risk alleles, which might contribute to
the increased prevalence of problem drinking [4].
Genetic studies revealed no evidence for a causal association of cognitive impair-
ment for two candidate genetic biomarkers for alcohol dependence, namely rs1229984 in
ADH1B [5,6] and rs671 in ALDH2 [7] in the normal population [8]. However, rs1229984 in
ADH1B was found to be an association with alcohol consumption in the mothers [35].
PGS for Bipolar Disorder (BD) in persons with BD has been found to be associated
with increased risk for cognitive deficits in the children of those persons [36]. PGS for
BD has also been associated with altered brain activities while performing emotional and
cognitive tasks [37–40].
Cross-sectional studies in a normal population revealed that the association of moder-
ate to heavy drinking with cognition was negative [41–44], and the association of mild to
moderate drinking with cognition was positive [44–48] or had no association [49,50]. These
relations might be non-linear, whereas the current analyses focused on linear relations
between PGS and cognitive performance.
As our samples are large, if anything overpowered, the null findings would appear to
be meaningful, even if the statistical approach could only lead to a conclusion of failing to
reject the null. Our findings would initiate further research to discover unknown variables
of gene-environment interaction.
4.3. Strengths
The STROBE Checklist for cross-sectional studies has been used to make sure that this
research was conducted according to a standardized guideline.
We used a large data set comprising schizophrenia, schizoaffective, and bipolar dis-
order outpatients to investigate the association between hazardous drinking PGS and
cognition. We used age, age of onset, and education as potential confounding variables.
We checked multicollinearity among “Age” and “Age of onset” before using age of onset
as a confounder. Cognition was assessed with two standard cognition measurement tools.
Genetic analysis was conducted precisely following standard protocol.
We included all schizophrenia, schizoaffective, and bipolar disorder outpatients living
independently and excluded those whose living circumstances (living in supported hous-
ing, hospitals, or unknown residence) might affect their alcohol use. We also confounded
household patterns (living with spouse versus without spouse).
Our inclusion criterion of independent living excluded hospitalized patients, so pa-
tients with severe manic or depressive episodes were not included. Another inclusion
criterion was the ability to provide written informed consent, which also restricted the
inclusion of bipolar disorder patients with severe manic or depressive symptoms.
We exclude people aged 70 years and above to minimize reverse causality bias. How-
ever, we performed sensitivity analyses keeping those aged 70 years and above but found
almost no differences. Similarly, we also analyzed our data excluding age of onset as
confounders but obtained almost similar results. The number of participants taking an-
tipsychotics, mood stabilizers, and/or benzodiazepines have been reported. All analyses
were conducted separately in males and females. We also analyzed data using alcohol
use disorder PGS along with hazardous drinking PGS, but the results were the same “no
association”. We also performed Cohen’s d measure of effect size for our study findings.
4.4. Limitations
Our study was cross-sectional, not longitudinal. We did not adopt a more compre-
hensive approach to measure working memory performance. We used only a reaction
time test and a memory test from the CANTAB, while most of the literature we reviewed
showed that alcohol use in psychotic patients was associated with executive function
deficits. So, patients with hazardous drinking might be more impulsive and less accu-
rate. Furthermore, memory impairment is expected to occur only in patients with severe
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alcohol-related cognitive impairment (formerly known as alcohol dementia), a sub-group
of patients with AUD.
We did not use information about heritability [51–53], the onset of alcohol use, any
recent changes in drinking habits, or any previous history of abstinence. We also did
not differentiate previous alcohol users from never-alcohol users and did not exclude
individuals who reduced drinking due to illness/doctor’s advice, which might attribute the
results through reverse causality bias [54,55]. We did not correct self-report bias [56,57] and
Misreports and Longitudinal Changes (MLC), which could affect the study results [58,59].
We did not confound household income, which, as indicative of socioeconomic status,
could increase alcohol-related mortality and morbidity despite lower reportedly alcohol
consumption (alcohol harm paradox) [60]. We confounded education, which is another
strong indicator of socioeconomic status, in a dichotomous fashion, not in a stratified one.
We did not confound antipsychotic medication because almost all of the persons with
bipolar disorder were on antipsychotic medication. We did not confound benzodiazepines
use as it could impair cognitive performance because of its acute sedative effect. We could
not show chlorpromazine equivalent and/or diazepam equivalents, despite those might
affect neurocognition. We also did not confound smoking or other substance use during a
lifetime, and we did not confound other F1 diagnoses. We did not incorporate Mendelian
randomization to minimize possible reverse causality bias. We did not use continuous
variables for the PAL test.
We categorized education as completed general secondary education with matric-
ulation examination versus lower. It would be more informative if we could categorize
education into three groups. However, it might be difficult for a general reader to un-
derstand the diverse categories in the Finnish education system reflecting changes over
the past 70 years, plus additional categories reflecting the small proportion of immigrants
who might have lower general education than that provided in the Finnish education
system. We used the general education variable because the youngest participants could
still be students.
Current drinking status might be associated with cognitive changes [61]. It would be
valuable to investigate, to the degree possible, whether the cognitive effect was mediated
by actual alcohol (ab)use or alcohol PGS and whether the findings hold consistently in
various subgroups. Hence, we could use hazardous drinking as the current alcohol use
status as cofounder in our study. However, the inclusion of this covariate might be causing
the negative result as it was directly correlated with the PGSs; therefore, analyses with and
without this covariate might be worth to be shown, followed by Mendelian randomization.
If we used clinical covariates when generating the PGS and again in our regression analyses,
that could lead to overfitting with negative consequences in our results. However, we
analyzed data using current drinking status as a covariate and found similar results.
The phase of the illness in bipolar disorder is an important issue to be considered
while measuring cognitive functions in bipolar disorder. However, unfortunately, we were
not able to use manic symptoms in our analysis, as the data did not include an assessment
of current manic symptoms.
We used only HapMap3 SNIPs, not all 1000G SNIPs for PGS computation. We did
not correct for multiple comparisons (Bonferroni correction). Since most of the confidence
intervals did not come close to 1.00, it was obvious that most results would remain non-
significant also when these corrections were applied. It might be worth pre-emptying
non-significant comparisons.
4.5. What Is Already Known on This Subject?
PGS for alcohol dependence is negatively associated with cognition in a normal population.
4.6. What Does This Study Add?
Hazardous drinking PGS was not associated with cognitive decline in schizophrenia,
schizoaffective, and bipolar disorder outpatients below 70, when a reaction time test and
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a memory test were used without an assessment of executive functioning and without
correcting for manic symptoms.
5. Conclusions
Hazardous drinking PGS was not associated with visual memory and reaction time
decline in schizophrenia, schizoaffective, and bipolar disorders in outpatients below 70,
adjusted with age, age of onset, education, household pattern, and depressive symptoms
when a reaction time test and a memory test were used without an assessment of executive
functioning and without correcting for manic symptoms, whereas hazardous drinking was
associated with better cognition in our previous studies with the same population. It is still
unclear whether hazardous drinking PGS is associated with global cognition decline.
The exact reason behind the apparent discrepancy between PGS relations with cogni-
tion and behavioral relations with cognition is yet to be discovered. These counterintuitive
results question the whole concept of the cognitive impact of alcohol use PGS in psy-
chiatric comorbidities. It also indicates the existence of unknown factors influencing
gene-environment interaction warranting further research. In our present study, therefore,
any possible findings, whether “positive”, “negative”, or “no” association between haz-
ardous drinking PGS and cognition in these psychiatric conditions, would be important.
It is possible to externally validate our research findings; hence, we recommend future
replication. Within the SUPER, we are going to explore more details about the cognitive
decline associated with schizophrenia, schizoaffective, and bipolar disorder. We are aiming
to find out the associating factors for cognitive decline in these psychiatric illnesses.
Supplementary Materials: The following supplementary tables are available online at https://
www.mdpi.com/article/10.3390/brainsci11111422/s1, Table S1: Background factors and hazardous
drinking PGS in male and female schizophrenia, schizoaffective, and bipolar disorder patients,
Table S2: Association of hazardous drinking PGS with RT test and PAL test in male and female
schizophrenia, schizoaffective, and bipolar disorder patients.
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8. Kuźma, E.; Hannon, E.; Zhou, A.; Lourida, I.; Bethel, A.; Levine, D.A.; Lunnon, K.; Thompson-Coon, J.; Hyppönen, E.;
Llewellyn, D.J. Which Risk Factors Causally Influence Dementia? A Systematic Review of Mendelian Randomization Studies.
J. Alzheimers Dis. 2018, 64, 181–193. [CrossRef] [PubMed]
9. Rehm, J.; Hasan, O.; Black, S.E.; Shield, K.D.; Schwarzinger, M. Alcohol use and dementia: A systematic scoping review. Alzheimers
Res. Ther. 2019, 11, 1. [CrossRef] [PubMed]
10. Mugavin, J.; MacLean, S.; Room, R.; Callinan, S. Adult low-risk drinkers and abstainers are not the same. BMC Public Health 2020,
20, 37. [CrossRef] [PubMed]
11. Haber, J.R.; Harris-Olenak, B.; Burroughs, T.; Jacob, T. Residual Effects: Young Adult Diagnostic Drinking Predicts Late-Life
Health Outcomes. J. Stud. Alcohol Drugs 2016, 77, 859–867. [CrossRef] [PubMed]
12. Saarni, S.I.; Joutsenniemi, K.; Koskinen, S.; Suvisaari, J.; Pirkola, S.; Sintonen, H.; Poikolainen, K.; Lönnqvist, J. Alcohol
consumption, abstaining, health utility, and quality of life—A general population survey in Finland. Alcohol Alcohol. 2008, 43,
376–386. [CrossRef] [PubMed]
13. Fillmore, K.M.; Stockwell, T.; Chikritzhs, T.; Bostrom, A.; Kerr, W. Moderate Alcohol Use and Reduced Mortality Risk: Systematic
Error in Prospective Studies and New Hypotheses. Ann. Epidemiol. 2007, 17, s2–s16. [CrossRef]
14. Gémes, K.; Janszky, I.; Strand, L.B.; László, K.D.; Ahnve, S.; Vatten, L.J.; Dalen, H.; Mukamal, K.J. Light-moderate alcohol
consumption and left ventricular function among healthy, middle-aged adults: The HUNT study. BMJ Open 2018, 8, e020777.
[CrossRef]
15. Kiiskinen, T.; Mars, N.J.; Palviainen, T.; Koskela, J.; Rämö, J.T.; Ripatti, P.; Ruotsalainen, S.; Palotie, A.; Madden, P.; Rose, R.J.; et al.
Genomic prediction of alcohol-related morbidity and mortality. Transl. Psychiatry 2020, 10, 23. [CrossRef] [PubMed]
16. Johnson, E.C.; Sanchez-Roige, S.; Acion, L.; Adams, M.J.; Bucholz, K.K.; Chan, G.; Chao, M.J.; Chorlian, D.B.; Dick, D.M.;
Edenberg, H.J.; et al. Polygenic contributions to alcohol use and alcohol use disorders across population-based and clinically
ascertained samples. Psychol Med. 2020, 51, 1147–1156. [CrossRef] [PubMed]
17. Chang, L.H.; Whitfield, J.B.; Liu, M.; Medland, S.E.; Hickie, I.B.; Martin, N.G.; Verhulst, B.; Heath, A.C.; Madden, P.A.;
Statham, D.J.; et al. Associations between polygenic risk for tobacco and alcohol use and liability to tobacco and alcohol use, and
psychiatric disorders in an independent sample of 13,999 Australian adults. Drug Alcohol Depend. 2019, 205, 107704. [CrossRef]
[PubMed]
Brain Sci. 2021, 11, 1422 17 of 18
18. Harvey, P.D. Domains of cognition and their assessment. Dialogues Clin. Neurosci. 2019, 21, 227–237. [CrossRef]
19. Reilly, M.T.; Noronha, A.; Goldman, D.; Koob, G.F. Genetic studies of alcohol dependence in the context of the addiction cycle.
Neuropharmacology 2017, 122, 3–21. [CrossRef] [PubMed]
20. Vilhjálmsson, B.J.; Yang, J.; Finucane, H.K.; Gusev, A.; Lindström, S.; Ripke, S.; Genovese, G.; Loh, P.R.; Bhatia, G.; Do, R.; et al.
Modeling Linkage Disequilibrium Increases Accuracy of Polygenic Risk Scores. Am. J. Hum. Genet. 2015, 97, 576–592. [CrossRef]
[PubMed]
21. Van Hooren, S.A.H.; Valentijn, A.M.; Bosma, H.; Ponds, R.W.H.M.; Van Boxtel, M.P.J.; Jolles, J. Cognitive functioning in healthy
older adults aged 64–81: A cohort study into the effects of age, sex, and education. Aging Neuropsychol. Cogn. 2007, 14, 40–54.
[CrossRef] [PubMed]
22. Biddle, K.D.; Jacobs, H.I.L.; Uquillas, F.D.; Zide, B.S.; Kirn, D.R.; Properzi, M.R.; Rentz, D.M.; Johnson, K.A.; Sperling, R.A.;
Donovan, N.J. Associations of Widowhood and β-Amyloid with Cognitive Decline in Cognitively Unimpaired Older Adults.
JAMA Netw. Open 2020, 3, e200121. [CrossRef] [PubMed]
23. Roux, P.; Raust, A.; Cannavo, A.S.; Aubin, V.; Aouizerate, B.; Azorin, J.M.; Bellivier, F.; Belzeaux, R.; Bougerol, T.; Cussac, I.; et al.
Associations between residual depressive symptoms, cognition, and functioning in patients with euthymic bipolar dis-order:
Results from the FACE-BD cohort. Br. J. Psychiatry 2017, 211, 381–387. [CrossRef]
24. Andersson, C.; Marklund, K.; Walles, H.; Hagman, G.; Miley-Akerstedt, A. Lifestyle Factors and Subjective Cognitive Impairment
in Patients Seeking Help at a Memory Disorder Clinic: The Role of Negative Life Events. Dement. Geriatr. Cogn. Disord. 2020, 48,
196–206. [CrossRef] [PubMed]
25. Strandberg, A.Y.; Trygg, T.; Pitkälä, K.H.; Strandberg, T.E. Alcohol consumption in midlife and old age and risk of frailty: Alcohol
paradox in a 30-year follow-up study. Age Ageing 2018, 47, 248–254. [CrossRef]
26. Bora, E.; Pantelis, C. Meta-analysis of Cognitive Impairment in First-Episode Bipolar Disorder: Comparison with First-Episode
Schizophrenia and Healthy Controls. Schizophr. Bull. 2015, 41, 1095–1104. [CrossRef] [PubMed]
27. Frangou, S. Cognitive function in early onset schizophrenia: A selective review. Front. Hum. Neurosci. 2009, 3, 79. [CrossRef]
[PubMed]
28. Cardoso, T.; Bauer, I.E.; Meyer, T.D.; Kapczinski, F.; Soares, J.C. Neuroprogression and Cognitive Functioning in Bipolar Disorder:
A Systematic Review. Curr. Psychiatry Rep. 2015, 17, 75. [CrossRef] [PubMed]
29. Schouws, S.N.; Comijs, H.C.; Stek, M.L.; Dekker, J.; Oostervink, F.; Naarding, P.; van der Velde, I.; Beekman, A.T. Cognitive
impairment in early and late bipolar disorder. Am. J. Geriatr. Psychiatry 2009, 17, 508–515. [CrossRef] [PubMed]
30. Krahn, D.; Freese, J.; Hauser, R.; Barry, K.; Goodman, B. Alcohol use and cognition at mid-life: The importance of adjusting for
baseline cognitive ability and educational attainment. Alcohol. Clin. Exp. Res. 2003, 27, 1162–1166. [CrossRef]
31. Donovan, N.J.; Okereke, O.I.; Vannini, P.; Amariglio, R.E.; Rentz, D.M.; Marshall, G.A.; Johnson, K.A.; Sperling, R.A. Association
of Higher Cortical Amyloid Burden with Loneliness in Cognitively Normal Older Adults. JAMA Psychiatry 2016, 73, 1230–1237.
[CrossRef]
32. Elovanio, M.; Hakulinen, C.; Pulkki-Råback, L.; Aalto, A.M.; Virtanen, M.; Partonen, T.; Suvisaari, J. General Health Questionnaire
(GHQ-12), Beck Depression Inventory (BDI-6), and Mental Health Index (MHI-5): Psychometric and predictive properties in a
Finnish population-based sample. Psychiatry Res. 2020, 289, 112973. [CrossRef]
33. Voyer, D.; Voyer, S.D.; Saint-Aubin, J. Sex differences in visual-spatial working memory: A meta-analysis. Psychon. Bull. Rev.
2017, 24, 307–334. [CrossRef] [PubMed]
34. Herlitz, A.; Dekhtyar, S.; Asperholm, M.; Weber, D. Gender Differences in Memory and Cognition. In Encyclopedia of Geropsychology;
Pachana, N., Ed.; Springer: Singapore, 2016.
35. Taylor, M.; Simpkin, A.J.; Haycock, P.C.; Dudbridge, F.; Zuccolo, L. Exploration of a Polygenic Risk Score for Alcohol Consumption:
A Longitudinal Analysis from the ALSPAC Cohort. PLoS ONE 2016, 11, e0167360. [CrossRef] [PubMed]
36. Mistry, S.; Escott-Price, V.; Florio, A.D.; Smith, D.J.; Zammit, S. Investigating associations between genetic risk for bipolar disorder
and cognitive functioning in childhood. J. Affect. Disord. 2019, 259, 112–120. [CrossRef] [PubMed]
37. Dima, D.; de Jong, S.; Breen, G.; Frangou, S. The polygenic risk for bipolar disorder influences brain regional function relating to
visual and default state processing of emotional information. NeuroImage Clin. 2016, 12, 838–844. [CrossRef] [PubMed]
38. Tesli, M.; Kauppi, K.; Bettella, F.; Brandt, C.L.; Kaufmann, T.; Espeseth, T.; Mattingsdal, M.; Agartz, I.; Melle, I.; Djurovic, S.; et al.
Altered Brain Activation during Emotional Face Processing in Relation to Both Diagnosis and Polygenic Risk of Bipolar Disorder.
PLoS ONE 2015, 10, e0134202. [CrossRef] [PubMed]
39. Wang, T.; Zhang, X.; Li, A.; Zhu, M.; Liu, S.; Qin, W.; Li, J.; Yu, C.; Jiang, T.; Liu, B. Polygenic risk for five psychiatric disorders and
cross-disorder and disorder-specific neural connectivity in two independent populations. NeuroImage Clin. 2017, 14, 441–449.
[CrossRef] [PubMed]
40. Whalley, H.C.; Papmeyer, M.; Sprooten, E.; Romaniuk, L.; Blackwood, D.H.; Glahn, D.C.; Hall, J.; Lawrie, S.M.; Sussmann, J.;
McIntosh, A.M. The influence of polygenic risk for bipolar disorder on neural activation assessed using fMRI. Transl. Psychiatry
2012, 2, e130. [CrossRef]
41. Bartholow, B.D.; Fleming, K.A.; Wood, P.K.; Cowan, N.; Saults, J.S.; Altamirano, L.; Miyake, A.; Martins, J.; Sher, K.J. Alcohol
effects on response inhibition: Variability across tasks and individuals. Exp. Clin. Psychopharmacol. 2018, 26, 251–267. [CrossRef]
[PubMed]
Brain Sci. 2021, 11, 1422 18 of 18
42. Mayhugh, R.E.; Moussa, M.N.; Simpson, S.L.; Lyday, R.G.; Burdette, J.H.; Porrino, L.J.; Laurienti, P.J. Moderate-Heavy Alcohol
Consumption Lifestyle in Older Adults Is Associated with Altered Central Executive Network Community Structure during
Cognitive Task. PLoS ONE 2016, 11, e0160214. [CrossRef]
43. Carrilho, P.E.; Santos, M.B.; Piasecki, L.; Jorge, A.C. Marchiafava-Bignami disease: A rare entity with a poor outcome. Rev. Bras.
Ter. Intensiva 2013, 25, 68–72. [CrossRef]
44. Kim, J.W.; Lee, D.Y.; Lee, B.C.; Jung, M.H.; Kim, H.; Choi, Y.S.; Choi, I.G. Alcohol and cognition in the elderly: A review. Psychiatry
Investig. 2012, 9, 8–16. [CrossRef]
45. Reas, E.T.; Laughlin, G.A.; Kritz-Silverstein, D.; Barrett-Connor, E.; McEvoy, L.K. Moderate, Regular Alcohol Consumption is
Associated with Higher Cognitive Function in Older Community-Dwelling Adults. J. Prev. Alzheimers Dis. 2016, 3, 105–113.
[CrossRef]
46. Panza, F.; Frisardi, V.; Seripa, D.; Logroscino, G.; Santamato, A.; Imbimbo, B.P.; Scafato, E.; Pilotto, A.; Solfrizzi, V. Alcohol
consumption in mild cognitive impairment and dementia: Harmful or neuroprotective? Int. J. Geriatr. Psychiatry 2012, 27,
1218–1238. [CrossRef] [PubMed]
47. Bond, G.E.; Burr, R.; McCurry, S.M.; Graves, A.B.; Larson, E.B. Alcohol, aging, and cognitive performance in a cohort of Japanese
Americans aged 65 and older: The Kame project. Int. Psychogeriatr. 2001, 13, 207–223. [CrossRef] [PubMed]
48. Spencer, R.L.; Hutchison, K.E. Alcohol, aging, and the stress response. Alcohol Res. Health 1999, 23, 272–283. [PubMed]
49. Moussa, M.N.; Simpson, S.L.; Mayhugh, R.E.; Grata, M.E.; Burdette, J.H.; Porrino, L.J.; Laurienti, P.J. Long-term moderate alcohol
consumption does not exacerbate age-related cognitive decline in healthy, community-dwelling older adults. Front. Aging Neurosci.
2015, 6, 341. [CrossRef] [PubMed]
50. Sabia, S.; Elbaz, A.; Britton, A.; Bell, S.; Dugravot, A.; Shipley, M.; Kivimaki, M.; Singh-Manoux, A. Alcohol consumption and
cognitive decline in early old age. Neurology 2014, 82, 332–339. [CrossRef]
51. Calvin, C.M.; Deary, I.J.; Webbink, D.; Smith, P.; Fernandes, C.; Lee, S.H.; Luciano, M.; Visscher, P.M. Multivariate genetic analyses
of cognition and academic achievement from two population samples of 174,000 and 166,000 school children. Behav. Genet. 2012,
42, 699–710. [CrossRef] [PubMed]
52. Haworth, C.M.; Wright, M.J.; Luciano, M.; Martin, N.G.; de Geus, E.J.; van Beijsterveldt, C.E.; Bartels, M.; Posthuma, D.;
Boomsma, D.I.; Davis, O.S.; et al. The heritability of general cognitive ability increases linearly from childhood to young
adulthood. Mol. Psychiatry 2010, 15, 1112–1120. [CrossRef] [PubMed]
53. Enoch, M.A.; Goldman, D. The genetics of alcoholism and alcohol abuse. Curr. Psychiatry Rep. 2001, 3, 144–151. [CrossRef]
[PubMed]
54. Emberson, J.R.; Bennett, D.A. Effect of alcohol on risk of coronary heart disease and stroke: Causality, bias, or a bit of both?
Vasc. Health Risk Manag. 2006, 2, 239–249. [CrossRef]
55. Taylor, A.E.; Lu, F.; Carslake, D.; Hu, Z.; Qian, Y.; Liu, S.; Chen, J.; Shen, H.; Smith, G.D. Exploring causal associations of alcohol
with cardiovascular and metabolic risk factors in a Chinese population using Mendelian randomization analysis. Sci. Rep. 2015, 5,
14005. [CrossRef] [PubMed]
56. Stockwell, T.; Donath, S.; Cooper-Stanbury, M.; Chikritzhs, T.; Catalano, P.; Mateo, C. Under-reporting of alcohol consumption in
household surveys: A comparison of quantity-frequency, graduated-frequency and recent recall. Addict. Abingdon Engl. 2004, 99,
1024–1033. [CrossRef] [PubMed]
57. Duffy, J.C.; Waterton, J.J. Under-reporting of alcohol consumption in sample surveys: The effect of computer interviewing in
fieldwork. Br. J. Addict. 1984, 79, 303–308. [CrossRef]
58. Xue, A.; Jiang, L.; Zhu, Z.; Wray, N.R.; Visscher, P.M.; Zeng, J.; Yang, J. Genome-wide analyses of behavioural traits are subject to
bias by misreports and longitudinal changes. Nat. Commun. 2021, 12, 20211. [CrossRef] [PubMed]
59. Wood, A.M.; Kaptoge, S.; Butterworth, A.S.; Willeit, P.; Warnakula, S.; Bolton, T.; Paige, E.; Paul, D.S.; Sweeting, M.;
Burgess, S.; et al. Risk thresholds for alcohol consumption: Combined analysis of individual-participant data for 599 912 current
drinkers in 83 prospective studies. Lancet 2018, 391, 1513–1523. [CrossRef]
60. Peña, S.; Mäkelä, P.; Härkänen, T.; Heliövaara, M.; Gunnar, T.; Männistö, S.; Laatikainen, T.; Vartiainen, E.; Koskinen, S.
Measurement error as an explanation for the alcohol harm paradox: Analysis of eight cohort studies. Int. J. Epidemiol. 2020, 49,
1836–1846. [CrossRef] [PubMed]
61. Zhang, R.; Shen, L.; Miles, T.; Shen, Y.; Cordero, J.; Qi, Y.; Liang, L.; Li, C. Association of Low to Moderate Alcohol Drinking with
Cognitive Functions from Middle to Older Age Among US Adults. JAMA Netw. Open 2020, 3, e207922. [CrossRef]
